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| SUMMARY STATEMENT OF DEFICIENG! (S PROVIDER'S PLAN OF CORRECTION (x5)
éﬁ:ﬁ;& 1 (EACH DEFICIENCY MUST BE PRECEDED B'* FULL I F'REF!X (EACH CORRECTIVE ACTION SHOULD BE SOt LiTion
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i
F 000‘ INITIAL COMMENTS \ F 000 Glefll
| accopinble =
| During complaint investigation for coniplaints TN , M et
28487 and TN 27609, conducted on 8,23/2011, l | !
no deficiencies were cited for TN 278( 8. | QT
F 157 | 483.10(b)(11) NOTIFY OF CHANGES | F157| F157 =
§s=0 | (INJURY/DECLINE/ROOM, ETC) ! S5=D
A facility must immediately inform the resident; ;
consult with the resident's physician; znd if ! Deseription
known, notify the resident's legal repre:sentative J . s ,
or an interested family member when there is an | 433-10l:>1}(11] Niotify of Changes (injury/ decline/
accident involving the resident which 1esults in ] R
injury #nd has the potential for requiriig physician "The faciliy must notify the family/ legal
l intervention; a significant change in the resident's mpremtﬁﬂvg and the physician In changes with ||
physical, mental, or psychosocial stat s (i.e., a the: patient. |
| deterioration in hea lth, mental, or psy shosocial
st_atus in either life threatening conditi ans or : ;
clinical complications); a need to alter treatment Corrective Action
significantly (i.e., a need to discontinue an 1. Physician was notified of the medlcation error
existing form of treatment due to advirse ! OA“DFSQI‘!“;*' 3{"0‘“ 97’23;]-‘;0’; ?ha’ znfg ldl b{i e
i N. Family was no of the ca
cofsctuanoes. o 10. ?ommence ghes fprm of change on 7/21/11 durlng a scheduled family
| treatment); or a decision to transfer o- discharge meeting :
| the resident from the faclhly as speciied in 2. Charés were audited on 8/24 thru 8/26 by
§483.12(a). _ | DON and ADON ta ensure other patients were
| not being affected by this practice,
The facility must also promptly notify the resident 3. DON and ADON in-serviced nursing staff on i
| and, if known, the resident's legal ref resentative Bt o P P
| or interested family member when thare is a 1 DO ADOM and weekend & u‘;‘wfmr i
[ Cha”_ge II'I‘ room or roommate assign negt as manitor far compliance during daily chart audits
| spgcmed in §483.15(e)(2): or a change in | by reviewing new physician orders and
resident rights under Federal or Stat:: law or occurances and will record results on audit tool.
regulations as specified in paragrapt (b)(1) of 100% will be andited for 30 days or until
this section. substantial compliance is obtained and will then
decrease to 25% for an additional 60 days.
" T 5. Findings will be reparted to the QA
The facility must record and periodic aily “Pdat‘-" Commine%swho will review finding and set new ]
the address and phone number of th2 resident's interventions and goals as needed. The QA ‘
legal representative or interested family member. Committce conslst of Medical Director, .
Administrator, DON, ADON, MDS Caosdinator, ‘
|

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRE SENTATIVE'S SIGNATURE

Any daficiency statament ending with an astarisk (") denote s a deficiancy which the institution may be excused from Comracting praviding it is determined that
other safeguards provide sufficient protection to the patient s, (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whather or not a plan of correc ion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availab e to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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| This REQUIREMENT is not met as e\ idenced .

by:

Based on medical record review and iaterview,
the facility failed to notify the family for changes of
condition/treatment, and notify the physician ofa |
medication error for one (#3) of seven residents .
reviewed. r

The findings included:

Medical record review revealed resident #3 was
admitted to the facility on July 13, 2011 with
diagnoses

to include Diabetes Mellitus, Rheumaloid Arthritis,
Anemia, Osteoporosis, and Anxiety.

Review of an admissicn nursing asse ssment
revealed the resident was oriented to person and
place; required assistance with transf2rs, bathing,
dressing, and grooming; was contineut of bowel
and bladder; was independent with e:ting; and
used a rolling walker for ambulation.

Review of transfer/admission arders lated July
13, 2011, revealed the resident was ¢rdered
Fentanyl (narcotic pain reliever) patct: 25 mceg
(micrograms) to be changed every th ‘ee days as
well ag Lortab (pain reliever) 25/500 tng
(milligrams) 1 tablet every 4 hours as needed for |
pain.

Review of physician's orders dated J sy 15, 2011,
the resident was ordered Fentanyl pztch 50 mcg
to be changed every three days. Rev ew of
physician’s orders dated July 20, 2011, revealed
"Lortab 5/325 mg every 4-6 hours as needed”,
Continued review of physician's orde s dated July
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2 Medical Records., Social, Activities, Food Service
F 157 | Continued From page 1 F 157 | Supervisor. RD, Bookkeeping, Payroll,
: Maintenance and Environmental Services. i
09/1411
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x4y D | SUMMARY STATEMENT OF DEFICIENCII S
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED B' FULL
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D FROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5)

COMPLETION

DATE

F 157 [ Continued From page 2
\ 21, 2011, revealed "Decrease Lortab t¢ 2.5 mg
| evary 8 hours". Further review of physi ian's
| orders dated July 25, 2011, at 3:40 p.n., revealed
i "Decrease Fentanyl to 25 reg to be cf anged
| every three days; decrease Lortab to 2 5/500 mg
' every 12 hours; discontinue Cymbalta
(antidepressant); continue Symbyax 6/50 mg
gvery evening".

| Review of the Medication Administration Record

| (MAR) for July 2011, revealed the Fentanyl 50 mg

| was yellowed out to indicate it was dis :ontinued

| and D/C (discontinue) was written on t1e line
after July 25, 2011. Continued review »f the MAR
revealed a signature in the 9;00 p.m. ¢ pace to

instead of the new Fentanyl 25 mcg piitch as
ordered.

Review of nursing notes for the montt of July
2011, revealed no documentation of notification
of the resident's family when medicatins were
changed.

Interview with the ADON (Assistant D rector of
Nursing) on August 23, 2011, at 2:50 2.m., in the
conference room revealed there should be
documentation in the nurses’ notes wien a family
member is nofified. Continued intervie w reveated
the family should be notified any time there is a
change with the resident, including changes in
medication orders. During further inte.rview the
ADON confirmed there was no documentation
the resident's family had been notifie 1 with each
medication change.

Interview with the resident's physiciar on August
23, 2011 at 3:15 p.m. revealed the ptysician had

l

indicate Fentanyl 50 meg patch had buen applied

|
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This REQUIREMENT is not met as evidenced
by: :

The facility will ensure that residents arg free of

202 EAST MTCS ROAD
NORTHSIDE HEALTH CARE CENTER MURFREESRORO, TN 37130
SUMMARY STATEMENT OF DEFICIENC S | v} PROVIDER'S PLAN OF CORRECTION (X5}
é’é@p’& (Enc# DEFICIENGY MUST BE PRECEDED B+ FULL | preRX (EACH GORRECTIVE ACTION SHOULD BE N
TAG | REGULATORY ORLSC IDENTIFYING INFORNATION) TAG caoss-REFeneggEE ITE?q gv)e APPROPRIATE
|
!
F 157 | Continued From page 3 F 157 _ i
not been notified by the facility that the resident r
had been given the Fentanyl 50 megq ir stead of [-
the 25 meg on July 25, 2011.
C/O 28487 |
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333] F333
$$=D | SIGNIFICANT MED ERRORS S i
The facility must ensure that residents are free of i |l
any significant medication errors. | i Descripti
| 483.25(m)(2) Residents Free of Significant Med
( Errors.
|

Based on medical record review, revisw of
Emergency Room (ER) records, and ‘nterview,
the facility failed to prevent a significa 1t
! medication error for one (#3) of sever residents
| reviewed,

The findings included:

]' Medical record review revealed residiont #3 was
admittad fo the facility on July 13, 20° 1, with
diagnoses to include Diabetes Mellitus,
Rheumatoid Arthritis, Anemia, Osteonorosis, and
Anxiety.

Review of an admission nursing asse ssment

| revealed the resident was oriented to person and
| place; required assistance with trans'ers, hathing,
dressing, and grooming; was continet of bowel
and bladder; was independent with e ating; and
used a rolling walker for ambulation.

Review of transfer/admission orders dated July

i 13, 2011, revealed the resident was nrdered

|

significant medlication etrors,

-mmm - i

1. Physlclan was notified of the medication error
by the ADON on 08/23/11.

2. ADON audited the MAR and orders 1o ensure
they were accurate on 8/23/11 and DON and
ADON did facility chart audits to ensure other
pauents were not being affected by this practice
on 8/24 thru B/26.

3. DON and ADON tn-serviced nursing staff on
08/24/11 regarding proper procedure for
transcribing orders and medication administeation
during 2 speclal called meeting.

4. DON, ADON and weekend supervisor will
monitor for compliance during daily chart audits
by reviewing new physiclan orders and
occurances. 100% will be audited for 30 days or
‘until stibstantial compliance is obtalned and will i
then decrease to 25% for an additional 60 days. .
DON and ADON will preform medication pass

audlits with each nurse once every 30 days.

5. Findings will be reported to the QA
Committee who will review finding and set new
interventions and goals as needed, The QA
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]
Committee consist of Medical Director,
F 333 | Continued From page 4 F 333| Administrator, DON. ADON, MDS Coordinator,

Fentanyl ( narcotic pain reliever) patch 25 meg

(micrograms) to be changed every thrie days as

1 well as Lortab (pain reliever) 25/500 mg
(milligrams) 1 tablet every 4 hours as eeded for i

pain. i

| 1
l Review of physician's orders dated Juy 15, 2011 |
l revealed the resident was ordered Fentanyl patch |
| 50 mcg to be changed every three da''s. Review
of physician’s orders dated July 20, 2(-11, |
revealed "Lortab 5/325 mg every 4-6 liours as |
needed". Continued review of physicien's orders |
dated July 21, 2011, revealed "Decre:ise Lortab i
to 2.5 mg every 6 hours". Further ravi :w of i
physician's orders dated July 25, 201", at 3:40 |
p.m., revealed "Decrease Fentanyl to 25 meg to
be changed every three days; decrease Lortab to
2.5/500 mg every 12 hours; discontiniie Cymbalta
I (antidepressant); continue Symbyax £/50 mg
every evening".

| Review of the Medication Administrat on Record

| (MAR) for July 2011, revealed the Fe ytanyl 50 mg
was yellowed out to indicate it was discontinued
and D/C (discontinue) was written on the line
after July 25, 2011. Continued review of the MAR
revealed a signature in the 9:00 p.m. space to |
indicate Fentanyl 50 mcg patch had !ieen applied

| instead of the new Fentanyl 25 mcg patch as
ordered.

Review of nursing notes dated July :!5, 2011, at
3:00 p.m., revealed "Resident alert; : ble to

| ambulate without assistance, Compliined of pain,
relieved by Lortab”. Continued revievr of nursing
notes dated July 26, 2011, at 3.53 a. n., revealed
the resident was alert and oriented t: person,
place, and time. Further review of nursing notes

Medica) Records, Soclal, Actvities. Food Service
Supervisor, RD, Bookkeeping, Payroll,
Malintenance and Environmental Services,

09/14/11

| |
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F 333 | Continued From page 5 F 333 i
dated July 26, 2011, at 9:00 a.m., reve 2led "Res
(resident) transported to ER (Emergen sy Room)

due to alert but no response. Pupils fixzd and
ghaking upper extremities, called res ky nama,
verbally responded, stated ... heard m: after that
res remained alert but no longer respcnded”.
\ Continued nursing note review revealed 911
(Emergency Services) was called imm ediately;
the physician and family were notified; and the  ;
| resident was transported to the ER. Further |
review of nursing notes revealed at the: time of
transfer the residents vital signs were stable with
blood pressure 132/74, pulse 82, and respirations
18 which were consistent with previous vital
signs.,

Review of the ER assessment and re >ort dated

| July 26, 2011, revealed "Patient founc by staif

| this AM to have decreased LOC (level of
consciousness). Was ordered Fentar yl patch 25
meg but was found with a 50 meg paish in place.
Alsa noted to have poor cough effort wvith coarse
| lung sounds", Continued review of EF. records

I revesled the resident received Narca (narcotic

| antagonist) and became more alert fcllowing the
| administration.

Review of the discharge summary dzted July 28,
2011, revealed the Fentanyl patch wiis
discontinued and "the patient's ment:il status |
returned back to baseline". Continueri review of | |
the discharge summary revealed the resident had
"bilateral pulmanary infiltrates which 'were treated
with intravenous antibiotics™.

| During interview with the ADON (Assistant
Director of Nursing) on August 23, 2011, at 2:50
p.m., in the conference room, the AL'ON |

FORM CMS-2567(02-99) Pravious Versions Obsolete Event 10: CFVF11 Facllity ID: TN7506 If continuation sheet Page & of &



| systematically organized.

| The clinical record must contain sufficient |
| information to identify the resident; 2 ‘ecord of the

The factlity will maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete
accurately docurnented; readily accessible; and
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! |
F 333 | Continued From page & F 333
confirmed the resident received Fentawl 50 mcg
instead of 25 mcg as ordered at 9:00 {.m., on
July 25, 2011.
C/O 28487 J-
F 514 | 483,75(1)(1) RES 'l F 514] F514
$5=D | RECORDS-COMPLETE/ACCURATE ACCESSIB i S5=D
[LE, ~ \
i. |
| The facility must maintain clinical recc rds on each Dt \
resident in accordance with accepted professional ‘
standards and practices that are com ilete; i 483.75 (1){1) Resident Records- Complete/
accurately documented; readily accessible; and Accurate/ Accessible , [
!.
J
|

resident's assessments; the plan of care and
l services provided; the results of any

| preadmission screening conducted b the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to maintain an accessible med cal record
for one (#2) of seven residents reviewed.

The findings included:

Resident #2 was admitted to the faci ity with
diagnoses to include Colon Cancer ¢ nd
Dementia. There was no medical rec ord available
to review. There was a folder with ccmplaint
investigation and other miscellaneous papers.

systematlcally organized.

C . ;
1. Records that are electronically stored were
reprinted and placed in the chart for resident # 2,
2. Closed charts will be stored in the medical
records office or In the administrator’s office with
a list of those charts in in the medical records
office, Closed records removed must be signed
out with date time and lacation.

3. Staff has been in-serviced on guidelines for
closed chart storage on 9/15/11 by the
Adminlstrator at a scheduled in-service,

4. Aministrator. DON, ADON and Medical
Records will monitor for compliance during daily
rounds by checking sign out sheet to ensure they
have been returned.

5, Findlngs will be reported to the QA

| Committee for review and needed interventions.

| The QA Committee cansist of Medical Director, !
{ Administrator, DON, ADON, MDS Coordinator.
| Medical Records, Social, Activities, Food Service
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l : Supervisor, RD, Bookkeeper, Payroli,
Faly Gor;t;rvaued i.:mm page 7 F 514| \aintenance and Environmental Services,
| Interview with the Administrator on Auijust 23, L09/15/11

revealed the chart had been kept in th 2 office of
the previous Director of Nursing but tha

Administrator and Assistant Director of Nursing

2011, at 1:00 p.m., in the conference raom, k
| l
| were unable to locate the record. i

|
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